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Health 

Items below in orange are from MnCHOICES. Items 
below in blue are from CARE.  
  

A. !ŘƳƛǎǎƛƻƴ LƴŦƻǊƳŀǘƛƻƴ 

1. Admitted from- Immediately preceding this admission, where was the participant? 

o Directly from community (e.g., private home, assisted living, group home adult foster 

care) 

o Long-term nursing facility 

o Skilled nursing facility (SNF/TCU) 

o Hospital emergency department 

o Short-stay acute hospital (IPPS) 

o Long-term care hospital (LTCH) 

o Inpatient rehabilitation hospital or unit (IRF) 

o Psychiatric hospital or unit 

o Other (specify):____________________ 

[If from a non-medical community setting, skip to 3] 

2. If admitted from a medical setting, what was the primary diagnosis being treated in the 

previous setting? 

________________________________________________________________________ 

3. In the last 2 months, what other medical services besides those identified in 1 above has the 

participant received (check all that apply)? 

Ä Skilled nursing facility (SNF/TCU) 

Ä Short-stay acute hospital (IPPS) 

Ä Long-term care hospital (LTCH) 

Ä Impatient rehabilitation hospital or unit (IRF) 

Ä Psychiatric hospital or unit 

Ä Home health care (HHA) 

Ä Hospice 

Ä Outpatient services 

Ä None 
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B.  General Health 

1. Overall, how does the participant rate his/her health?  

¹ Excellent  

¹ Good  

¹ Fair  

¹ Poor  

¹ Chose not to answer  

2. Are there any immediate health concerns?  

¹ No  

¹ Yes   

Explain:                    

¹ Chose not to answer   

3. Are there any known allergies to medication or food?  

¹ No  

¹ Yes   

Explain:                    

¹ Chose not to answer   

4. Current Height:  

       Feet            Inches 
 

5. Current Weight:  

       Pounds 

6. Has the participant lost or gained 1or more pounds in the last 6 months?  

¹ No  

¹ Yes   

Explain                    

¹ Chose not to answer   
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C.  PREVENTION  

The next section has to do with whether or not you have received preventative health care.  
In the past 5 years, has the participant had any of the following?  

1. Blood Glucose Test  

¹ No  

¹ Yes 

Month/Year:         (Displays when óYesô is checked) 

¹ Don’t know  

¹ Chose not to answer   

2. Blood Pressure Measurement   

¹ No  

¹ Yes 

Month/Year:         (Displays when óYesô is checked)  

¹ Don’t know  

¹ Chose not to answer   

3. Colonoscopy/Colorectal Screening  

¹ No  

¹ Yes 

Month/Year:         (Displays when óYesô is checked)  

¹ Don’t know 

¹ Chose not to answer 

4. Dental Exam  

¹ No  

¹ Yes 

Month/Year:         (Displays when óYesô is checked)  

¹ Don’t know  

¹ Chose not to answer   

5. Hearing Exam  

¹ No  

¹ Yes 

Month/Year:         (Displays when óYesô is checked)  

¹ Don’t know  
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¹ Chose not to answer   

6. Hepatitis A Vaccine  

¹ No  

¹ Yes 

Month/Year:         (Displays when óYesô is checked)  

¹ Don’t know  

¹ Chose not to answer   

7. Hepatitis B Vaccine  

¹ No  

¹ Yes 

Month/Year:         (Displays when óYesô is checked)  

¹ Don’t know  

¹ Chose not to answer   

8. Influenza Vaccine  

¹ No  

¹ Yes 

Month/Year:         (Displays when óYesô is checked)  

¹ Don’t know  

¹ Chose not to answer   

9. Mammogram or Breast Exam (Displays for óFemaleô gender only) 

¹ No  

¹ Yes 

Month/Year:         (Displays when óYesô is checked)  

¹ Don’t know  

¹ Chose not to answer   

10. Pap Smear (Displays for óFemaleô gender only) 

¹ No  

¹ Yes 

Month/Year:         (Displays when óYesô is checked)  

¹ Don’t know  

¹ Chose not to answer   

11. Pelvic Exam (Displays for óFemaleô gender only) 

¹ No  
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¹ Yes 

Month/Year:         (Displays when óYesô is checked)  

¹ Don’t know  

¹ Chose not to answer   

12. Pneumovax Vaccine  

¹ No  

¹ Yes 

Month/Year:         (Displays when óYesô is checked)  

¹ Don’t know  

¹ Chose not to answer   

13. Prostate Exam/PSA Screening (Displays for óôMaleô gender only) 

¹ No  

¹ Yes 

Month/Year:         (Displays when óYesô is checked)  

¹ Don’t know  

¹ Chose not to answer   

14. Shingles Vaccine  

¹ No  

¹ Yes 

Month/Year:         (Displays when óYesô is checked)  

¹ Don’t know  

¹ Chose not to answer   

15. Tetanus Vaccine  

¹ No  

¹ Yes 

Month/Year:         (Displays when óYesô is checked)  

¹ Don’t know  

¹ Chose not to answer   

16. Vision Exam  

¹ No  

¹ Yes 

Month/Year:         (Displays when óYesô is checked)  

¹ Don’t know  
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¹ Chose not to answer   

 
D.  RISK SCREEN   

In this next section, I would like to ask you some questions about the kinds of services you may have 
received and any risks to your health that may exist.  

IN THE PAST YEAR, HAS THE PARTICIPANT…  

1. Been seen by his/her primary care doctor?  

¹ No  

¹ Yes 

Reasons:                   (Displays when óYesô is checked)  

¹ Chose not to answer  
 

2. Called 911 to address a medical need?  

¹ No  

¹ Yes   

¹ Chose not to answer   

   Number of times:        (Displays when óYesô is checked) 

   Reason(s):                       (Displays when óYesô is checked) 

3. Gone to a hospital emergency room (not counting overnight stay)?  

¹ No  

¹ Yes   

¹ Chose not to answer   

     Number of times        (Displays when óYesô is checked) 

   Reason(s):                       (Displays when óYesô is checked) 

4. Stayed overnight or longer in a hospital?  

¹ No  

¹ Yes   

¹ Chose not to answer   
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Number of times:         (Displays when óYesô is checked) 

Reason(s):                       (Displays when óYesô is checked) 

 

Were any of these admissions planned?  

¹ No  

¹ Yes   

Number of times:         (Displays when óYesô is checked) 

¹ Chose not to answer   

5. Spent any time in a nursing facility?  

¹ No  

¹ Yes 

¹ Chose not to answer   

  Number of times:         (Displays when óYesô is checked) 

  Reasons:                       (Displays when óYesô is checked) 

6. Experienced any falls in his/her home or while out in the community?  

¹ No     

¹ Yes 

¹ Chose not to answer 

Does a fear of falling keep you from doing things? (Displays when óNoô is checked) 

¹ No  

¹ Yes   

               Explain:                  (Displays when óNoô is checked) 
 

Did the fall result in a fracture within the last 12 months? (Displays when óYesô is checked) 

¹ No  

¹ Yes   

7. In-home crisis services?  

¹     No  

¹     Yes      

¹     Chose not to answer     
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     Number of times:        (Displays when óYesô is checked) 

     Reasons:                       (Displays when óYesô is checked) 
 

8. Out-of-home crisis services?  

¹  No 

¹  Yes 

¹ Chose not to answer 

  

      Number of times:        (Displays when óYesô is checked) 

      Reasons:                       (Displays when óYesô is checked) 

Notes/Comments:  
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E.  HELPS Brain Injury Screen 
Brain injury is a common problem. Many participants with a brain injury might be undiagnosed. In 
order to evaluate service eligibility and make appropriate referrals, the source of the disability must be 
identified. The HELPS screening tool is a first step towards identifying and properly diagnosing a 
brain injury.  

H - Have you hit your head or been hit on the head?  

¹ Yes  

¹ No  

Note: Prompt client to think about all incidents that may have occurred at any age, even those that 
did not seem serious: vehicle accidents, falls, assault, abuse, sports, etc.  Screen for domestic 
violence and child abuse, and also for service related injuries.  A TBI can also occur from violent 
shaking of the head, such as being shaken as a baby or child.  

 
If óYesô was selected, the following 3 questions (E, L, P) will be displayed: 

E - Were you ever seen in the Emergency room, hospital, or by a doctor or 

because of an injury to your head?  

¹ Yes  

¹ No  

Note: many people are seen for treatment. However, there are those who cannot afford treatment, or 

who do not think they require medical attention.  

 

L - Did you ever Lose consciousness or experience a period of being dazed and 

confused because of an injury to your head?  

¹ Yes  

¹ No  

Note: People with TBI may not lose consciousness but experience an alteration of consciousness.  

This may include feeling dazed, confused, or disoriented at the time of the injury, or being unable to 

remember the events surrounding the injury. 

P - Do you experience any of these Problems in your daily life since you hit your 

head?  

Ã anxiety   

Ã depression  

Ã difficulty concentrating  

Ã difficulty performing your job/school work                  

Ã difficulty reading, writing, calculating  

Ã difficulty remembering   
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Ã dizziness       

Ã headaches                                  

Ã poor judgment (being fired from job, arrests, fights)  

Ã poor problem solving   

S- Any other significant Sickness?  

Ã Yes  

Ã No  

Note: Traumatic brain injury implies a physical blow to the head, but acquired brain injury may also 
be caused by medical conditions such as brain tumor, meningitis, West Nile virus, stroke, seizures. 
Also screen for instances of oxygen deprivation such as following a heart attack, carbon monoxide 
poisoning, near drowning, or near suffocation.  

Score:            

Scoring the HELPS Screening Tool  

A HELPS screening is considered positive for a possible BI when the following 3 items are identified:  
1. An event that could have caused a brain injury (yes to H, E or S), And  
2. A period of consciousness or of being dazed and confused (yes to L or E), And  
3. The presence of two or more chronic problems listed under P that were not present before the 

injury.  

Note: Positive answers to these questions are not sufficient to suggest the presence of a brain injury. 
Consider positive responses within the context of the participant’s self-report and documentation of 
altered behavioral and/or cognitive functioning.  This information can be used as a basis for further 
inquiry, e.g. referral to a physician, further evaluation, clinical observations, etc.  

The original HELPS TBI Screening tool was developed by M. Picard, D. Scarisbrick, R. Paluck, 9/91 
International Center for the Disabled, TBI-NET, U.S. Dept. of Ed, Rehab Services Admin, Grant 
#H128A00022. The HELPS Tool was updated to reflect recommendations by the CDC on the 
diagnosis of TBI.  
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F.  Medications 
1. Does the participant currently take any prescription or over-the-counter medications, 

vitamins, herbs or supplements?  

¹ No  

¹ Yes  

¹ Chose not to answer  

 
2. Do they take three or more drugs each day (prescription or over-the-counter)?  

¹ No  

¹ Yes  

¹ Chose not to answer  

Medications 

List all current medications for the participant. 

 
Name of 
Medication 
/ Supplement 

Dosage Route Frequency 
Planned Stop 
Date (If 
applicable) 

                                                           

                                                           

                                                           

                                                           

                                                           

                                                           

                                                           

                                                           

 
Notes/Comments:  
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G.  Symptoms, Conditions & Diagnosis 

1. Autoimmune/ Infectious  

a. Does the participant have any problems fighting infections or have frequent 
infections?  

¹ No  

¹ Yes 

¹ Unsure 

¹ Chose not to answer  

Comments:                                
 

[If ‘Yes’ was selected, the following questions will be displayed] 

 

b. Check all that apply:  

Ã Explicit terminal prognosis 

Ã Fever  

Ã Hepatitis  

Ã History of recurrent infections 

Ã HIV/AIDS 

Ã Systemic Lupus Erythematosus 

Ã Tuberculosis 

Ã Other           

Ã Other            

c. The symptoms, conditions and/or diagnosis are:  

¹ Self-reported   

¹ On record           

           ICD Code:               (Displays when óDiagnosis on recordô is checked) 

 

d. How long has this been a problem?  
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e. Have you seen a doctor?  

¹ No  

¹ Yes 

¹ Unsure 

¹ Chose not to answer  

Comments:                                

f. Have you received treatment?  

¹ No  

¹ Yes 

¹ Unsure 

¹ Chose not to answer  

Comments:                                

g. Does it affect your daily functioning?  

¹ No  

¹ Yes 

¹ Unsure 

¹ Chose not to answer  

Comments:                                

2. Cancer  

a. Has the participant been told they have cancer?  

¹ No  

¹ Yes 

¹ Unsure 

¹ Chose not to answer  

Comments:                                

If óYesô was selected, the following questions will be displayed: 

b. Type and Location:  

                     

c. Date of Diagnosis:  

                

d. The symptoms, conditions and/or diagnosis are:  

¹ Self-reported   
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¹ On record           

           ICD Code:               (Displays when óDiagnosis on recordô is checked) 

e. Have you seen a doctor?  

¹ No  

¹ Yes 

¹ Unsure 

¹ Chose not to answer  

Comments:                                

f. Have you received treatment?  

¹ No  

¹ Yes 

¹ Unsure 

¹ Chose not to answer  

Comments:                                

g. Does it affect your daily functioning?  

¹ No  

¹ Yes 

¹ Unsure 

¹ Chose not to answer  

Comments:                                
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3. EATING HABITS and NUTRITION  

a. Does the participant have any concerns about his/her eating habits?  

¹ No  

¹ Yes 

¹ Unsure 

¹ Chose not to answer  

Comments:                                

If óYesô was selected, the following questions will be displayed: 

b. Check all that apply:  

Ã Anorexia 

Ã Bulimia 

Ã Complains about taste of food 

Ã Obesity 

Ã Overeating 

Ã Polydipsia 

Ã Recent weight gain 

Ã Recent weight loss  

Ã Other 

Ã Other           

c. The symptoms, conditions and/or diagnosis are:  

¹ Self-reported   

¹ On record           

           ICD Code:               (Displays when óDiagnosis on recordô is checked) 

d. How long has this been a problem?  
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e. Have you seen a doctor?  

¹ No  

¹ Yes 

¹ Unsure 

¹ Chose not to answer  

Comments:                                

f. Have you received treatment?  

¹ No  

¹ Yes 

¹ Unsure 

¹ Chose not to answer  

Comments:                                

g. Does it affect your daily functioning?  

¹ No  

¹ Yes 

¹ Unsure 

¹ Chose not to answer  

Comments:                                

 
4. Endocrine  

a. Does the participant have a thyroid problem?  

¹ No  

¹ Yes 

¹ Unsure 

¹ Chose not to answer  

Comments:                                

If óYesô was selected, the following questions will be displayed: 
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b. Check all that apply:  

Ã Hyperthyroid 

Ã Hypothyroid 

Ã Other       

c. The symptoms, conditions and/or diagnosis are:  

¹ Self-reported   

¹ On record           

           ICD Code:               (Displays when óDiagnosis on recordô is checked) 

d. How long has this been a problem?  

                                                   

e. Have you seen a doctor?  

¹ No  

¹ Yes 

¹ Unsure 

¹ Chose not to answer  

Comments:                                

f. Have you received treatment?  

¹ No  

¹ Yes 

¹ Unsure 

¹ Chose not to answer  

Comments:                                

g. Does it affect your daily functioning?  

¹ No  

¹ Yes 

¹ Unsure 

¹ Chose not to answer  

Comments:                                
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5. Diabetes 

a. Does the participant have diabetes?  

¹ No  

¹ Yes 

¹ Unsure 

¹ Chose not to answer  

Comments:                                

If óYesô was selected, the following questions will be displayed: 

b. Check all that apply:  

Ã Diet and exercise (controlled)  

Ã Non-insulin dependent diabetes  

Ã Type 1 – insulin dependent  

Ã Type 2 – insulin dependent  

Ã Other 

Specify:                                

c. The symptoms, conditions and/or diagnosis are:  

¹ Self-reported   

¹ On record           

           ICD Code:               (Displays when óDiagnosis on recordô is checked) 

d. How long has this been a problem?  

                                                   

e. Have you seen a doctor?  

¹ No  

¹ Yes 

¹ Unsure 

¹ Chose not to answer  

Comments:                                
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f. Have you received treatment?  

¹ No  

¹ Yes 

¹ Unsure 

¹ Chose not to answer  

Comments:                                

 

g. Does it affect your daily functioning?  

¹ No  

¹ Yes 

¹ Unsure 

¹ Chose not to answer  

Comments:                                

6. Gastrointestinal  

a. Does the participant have any stomach problems or problems with constipation or 
diarrhea?  

¹ No  

¹ Yes 

¹ Unsure 

¹ Chose not to answer  

Comments:                                

If óYesô was selected, the following questions will be displayed: 

b. Check all that apply:  

Ã Blood in stool 

Ã Constipation 

Ã Crohn’s Disease 

Ã Diarrhea 

Ã Gastrointestinal Ulcers 

Ã Gastrointestinal Reflux Disease (GERD) 

Ã Heartburn 

Ã Irritable bowel syndrome  

Ã Ulcerative Colitis  

Ã Frequent nausea 

Ã Vomiting 

Ã Other 

Ã Other  
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c. The symptoms, conditions and/or diagnosis are:  

¹ Self-reported   

¹ On record           

           ICD Code:               (Displays when óDiagnosis on recordô is checked) 

d. How long has this been a problem?  

                                                   

e. Have you seen a doctor?  

¹ No  

¹ Yes 

¹ Unsure 

¹ Chose not to answer  

Comments:                                

f. Have you received treatment?  

¹ No  

¹ Yes 

¹ Unsure 

¹ Chose not to answer  

Comments:                                

g. Does it affect your daily functioning?  

¹ No  

¹ Yes 

¹ Unsure 

¹ Chose not to answer  

Comments:                                
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7. Genitourinary  

a. Does the participant have problems with urination?  

¹ No  

¹ Yes 

¹ Unsure 

¹ Chose not to answer  

Comments:                                

If óYesô was selected, the following questions will be displayed: 

b. Check all that apply:  

Ã Blood in urine  

Ã Frequent urination 

Ã Incontinence 

Ã Kidney stones 

Ã Pain on urination 

Ã Renal failure 

Ã Urinary Tract Infection (UTI) 

Ã Other            

Ã Other           

c. The symptoms, conditions and/or diagnosis are:  

¹ Self-reported   

¹ On record           

           ICD Code:               (Displays when óDiagnosis on recordô is checked) 

d. How long has this been a problem?  

                                                   

e. Have you seen a doctor?  

¹ No  

¹ Yes 

¹ Unsure 

¹ Chose not to answer  

Comments:                                



  Assessment Domains 

Last update: 09/4/2014   Page 22 of 58 

f. Have you received treatment?  

¹ No  

¹ Yes 

¹ Unsure 

¹ Chose not to answer  

Comments:                                

g. Does it affect your daily functioning?  

¹ No  

¹ Yes 

¹ Unsure 

¹ Chose not to answer  

Comments:                                

8. Heart/Circulation  

a. Does the participant have any heart or circulation problems?  

¹ No  

¹ Yes 

¹ Unsure 

¹ Chose not to answer  

Comments:                                

If óYesô was selected, the following questions will be displayed: 

b. Check all that apply:  

Ã Anemia  

Ã Angina/Chest pain  

Ã Atherosclerotic heart disease  

Ã Cardiac arrest (heart attack) 

Ã Cardiac Arrhythmias  

Ã Clotting issues 

Ã Congestive heart failure (CHF) 

Ã Deep vein thrombosis 

Ã Hypertension 

Ã Hypotension 

Ã Heart palpitations 

Ã Peripheral vascular disease 

Ã Reynaud’s Syndrome  

Ã Shortness of breath  

Ã Other         
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c. The symptoms, conditions and/or diagnosis are:  

¹ Self-reported   

¹ On record           

           ICD Code:               (Displays when óDiagnosis on recordô is checked) 

d. How long has this been a problem?  

                                                   

e. Have you seen a doctor?  

¹ No  

¹ Yes 

¹ Unsure 

¹ Chose not to answer  

Comments:                                

f. Have you received treatment?  

¹ No  

¹ Yes 

¹ Unsure 

¹ Chose not to answer  

Comments:                                

g. Does it affect your daily functioning?  

¹ No  

¹ Yes 

¹ Unsure 

¹ Chose not to answer  

Comments:                                
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9. Mental Health  

a. Has the participant been told they have a mental health diagnosis?  

¹ No  

¹ Yes 

¹ Unsure 

¹ Chose not to answer  

Comments:                                

If óYesô was selected, the following questions will be displayed: 

b. Check all that apply:  

Ã Anxiety  

Ã Attention Deficit/Hyperactivity Disorder  

Ã Bipolar Disorder  

Ã Borderline Personality Disorder 

Ã Dysthymia 

Ã Eating Disorders  

Ã Major Depression 

Ã Obsessive-Compulsive Disorder (OCD) 

Ã Panic Disorder  

Ã Post-Traumatic Stress Disorder  

Ã Schizoaffective Disorder  

Ã Schizophrenia  

Ã Seasonal Affective Disorder  

Ã Other            

Ã Other            

c. The symptoms, conditions and/or diagnosis are:  

¹ Self-reported   

¹ On record           

           ICD Code:               (Displays when óDiagnosis on recordô is checked) 
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d. How long has this been a problem?  

                                                   

e. Have you seen a doctor?  

¹ No  

¹ Yes 

¹ Unsure 

¹ Chose not to answer  

Comments:                                
 

f. Have you received treatment?  

¹ No  

¹ Yes 

¹ Unsure 

¹ Chose not to answer  

Comments:                                
 

g. Does it affect your daily functioning?  

¹ No  

¹ Yes 

¹ Unsure 

¹ Chose not to answer  

Comments:                                
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10. Musculoskeletal  

a. Does the participant have any muscle, bone or joint conditions (including loss of 
limb)?  

¹ No  

¹ Yes 

¹ Unsure 

¹ Chose not to answer  

Comments:                                

If óYesô was selected, the following questions will be displayed: 

b. Check all that apply:  

Ã Amputation 

Ã Arthritis/Osteoarthritis 

Ã Arthritis/Rheumatoid 

Ã Bursitis 

Ã Contractures 

Ã Degenerative disease 

Ã Fractures 

Ã Gout 

Ã Hip fracture 

Ã Hip/Knee replacement 

Ã Missing limb 

Ã Osteoporosis  

Ã Post-polio syndrome  

Ã Scleroderma  

Ã Other 

Ã Other            

c. The symptoms, conditions and/or diagnosis are:  

¹ Self-reported   

¹ On record           

           ICD Code:               (Displays when óDiagnosis on recordô is checked) 
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d. How long has this been a problem?  

                                                   

e. Have you seen a doctor?  

¹ No  

¹ Yes 

¹ Unsure 

¹ Chose not to answer  

Comments:                                

f. Have you received treatment?  

¹ No  

¹ Yes 

¹ Unsure 

¹ Chose not to answer  

Comments:                                

g. Does it affect your daily functioning?  

¹ No  

¹ Yes 

¹ Unsure 

¹ Chose not to answer  

Comments:                                
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11. Neurodevelopmental Disorder  

a. Does the participant have any neurodevelopmental disorders or conditions?  

¹ No  

¹ Yes 

¹ Unsure 

¹ Chose not to answer  

Comments:                                

If óYesô was selected, the following questions will be displayed: 

b. Check all that apply:  

Ã Autism Spectrum Disorder (ASD) 

Ã Cerebral Palsy  

Ã Down Syndrome  

Ã Fetal Alcohol Syndrome  

Ã Fragile X Syndrome  

Ã Pervasive Developmental Disorder (PDD) 

Ã Prader Willi Syndrome  

Ã Spina Bifida  

Ã Tourette Syndrome  

Ã Other 

Ã Other           

c. The symptoms, conditions and/or diagnosis are:  

¹ Self-reported   

¹ On record           

           ICD Code:               (Displays when óDiagnosis on recordô is checked) 

d. How long has this been a problem?  
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e. Have you seen a doctor?  

¹ No  

¹ Yes 

¹ Unsure 

¹ Chose not to answer  

Comments:                                

f. Have you received treatment?  

¹ No  

¹ Yes 

¹ Unsure 

¹ Chose not to answer  

Comments:                                

g. Does it affect your daily functioning?  

¹ No  

¹ Yes 

¹ Unsure 

¹ Chose not to answer  

Comments:                                
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12. Neurological/Central Nervous System 

a. Does the participant have any neurological conditions? 

¹ No  

¹ Yes 

¹ Unsure 

¹ Chose not to answer  

Comments:                                

If óYesô was selected, the following questions will be displayed: 

b. Check all that apply:  

Ã Alzheimer’s 

Ã Amyotrophic Lateral Sclerosis (ALS) 

Ã Brain Injury/Head Injury  

Ã Dementia 

Ã Epilepsy 

Ã Friederich’s Ataxia 

Ã History of concussions 

Ã Huntington’s Chorea 

Ã Migraine Headaches 

Ã Multiple Sclerosis 

Ã Muscular Dystrophy Paraplegia 

Ã Parkinson’s Disease\ 

Ã Quadriplegia 

Ã Stroke-Cerebrovascular Accident (CVA) 

Ã Swallowing Disorders  

Ã Transient Ischemic Attack (TIA) 

Ã Other           

Ã Other           

c. The symptoms, conditions and/or diagnosis are:  

¹ Self-reported   

¹ On record           

           ICD Code:               (Displays when óDiagnosis on recordô is checked) 
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d. Check all the neurological condition categories: 

Ã Disease of nervous system excluding sense organs (320–359; excluding 331.0)  

Ã Cerebrovascular Disease (430-438; excluding 437)  

Ã Fracture of Skull (800-804 excluding cases without intracranial injury)  

Ã Spinal Cord Injury without evidence of Spinal Bone Injury (952)  

Ã Injury to nerve roots and spinal plexus (953)  

Ã Neoplasms of the brain and spine (170.0; 170.6; 191; 198.3; 198.4; 213.2; 213.6; 225; 
237.5; 237.6; 239.6)  

e. How long has this been a problem?  

                                                   

f. Have you seen a doctor?  

¹ No  

¹ Yes 

¹ Unsure 

¹ Chose not to answer  

Comments:                           

g. Have you received treatment?  

¹ No  

¹ Yes 

¹ Unsure 

¹ Chose not to answer  

Comments:                           

h. Does it affect your daily functioning?  

¹ No  

¹ Yes 

¹ Unsure 

¹ Chose not to answer  

Comments:                                
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13. Oral and Dental  

a. Does the participant have any concerns about his/her mouth or teeth?  

¹ No  

¹ Yes 

¹ Unsure 

¹ Chose not to answer  

Comments:                                

If óYesô was selected, the following questions will be displayed: 

b. Check all that apply:  

Ã Broken, loose, decayed teeth  

Ã Dentures do not fit 

Ã Inflamed, swollen/bleeding gums  

Ã Oral abscesses 

Ã Some/all teeth lost 

Ã Ulcers/rashes  

Ã Other            

Ã Other            

c. The symptoms, conditions and/or diagnosis are:  

¹ Self-reported   

¹ On record           

           ICD Code:               (Displays when óDiagnosis on recordô is checked) 

d. How long has this been a problem?  
                                                   

 
e. Have you seen a doctor? 

¹ No  

¹ Yes 

¹ Unsure 

¹ Chose not to answer  

Comments:                                

f. Have you received treatment?  

¹ No  

¹ Yes 

¹ Unsure 

¹ Chose not to answer  
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Comments:                                

g. Does it affect your daily functioning?  

¹ No  

¹ Yes 

¹ Unsure 

¹ Chose not to answer  

Comments:                                
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14. Physical Coordination and Mobility  

a. Does the participant have any problems coordinating his/her movements or in 
getting around?  

¹ No  

¹ Yes 

¹ Unsure 

¹ Chose not to answer  

Comments:                                

If óYesô was selected, the following questions will be displayed: 

b. Check all that apply:  

Ã Difficulty in raising arms 

Ã Limited fine motor control 

Ã Limited range of motion 

Ã Non or partial weight-bearing 

Ã Poor balance 

Ã Poor eye-hand coordination 

Ã Spasticity 

Ã Tremors 

Ã Unsteady gait 

Ã Weak grip 

Ã Other 

Ã Other  

c. The symptoms, conditions and/or diagnosis are:  

¹ Self-reported   

¹ On record           

           ICD Code:               (Displays when óDiagnosis on recordô is checked) 

d. How long has this been a problem?  
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e. Have you seen a doctor?  

¹ No  

¹ Yes 

¹ Unsure 

¹ Chose not to answer  

Comments:                                

f. Have you received treatment?  

¹ No  

¹ Yes 

¹ Unsure 

¹ Chose not to answer  

Comments:                                

g. Does it affect your daily functioning?  

¹ No  

¹ Yes 

¹ Unsure 

¹ Chose not to answer  

Comments:                                
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15.  Reproductive  

a. Does the participant have any women’s health concerns? (Shown if female) 

¹ No  

¹ Yes 

¹ Unsure 

¹ Chose not to answer  

Comments:                                

 

b. Does the participant have any men’s health concerns? (Shown if male) 

¹ No  

¹ Yes 

¹ Unsure 

¹ Chose not to answer  

Comments:                                

If óYesô was selected, the following questions will be displayed: 

c. Check all that apply: (Shown if male) 

Ã Prostate  

Ã Other      

d. Check all that apply: (Shown if female) 

Ã Pregnancy 

Ã Vaginal bleeding 

Ã Vaginal discharge 

Ã Other            

e. The symptoms, conditions and/or diagnosis are:  

¹ Self-reported   

¹ On record  

           ICD Code:               (Displays when óDiagnosis on recordô is checked) 

f. How long has this been a problem?  

                                                   

g. Have you seen a doctor? 

¹ No  

¹ Yes 

¹ Unsure 

¹ Chose not to answer  
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Comments:                                

h. Have you received treatment?  

¹ No  

¹ Yes 

¹ Unsure 

¹ Chose not to answer  

Comments:                                

i. Does it affect your daily functioning?  

¹ No  

¹ Yes 

¹ Unsure 

¹ Chose not to answer  

Comments:                                
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16. Respiratory 

a. Does the participant have any breathing problems?  

¹ No  

¹ Yes 

¹ Unsure 

¹ Chose not to answer  

Comments:                                

If óYesô was selected, the following questions will be displayed: 
 

b. Check all that apply:  

Ã Asthma 

Ã Bronchitis 

Ã Chronic emphysema 

Ã Chronic Obstructive Pulmonary Disease (COPD) 

Ã Pneumonia 

Ã Productive cough  

Ã Other            

Ã Other            

c. The symptoms, conditions and/or diagnosis are:  

¹ Self-reported   

¹ On record           

           ICD Code:               (Displays when óDiagnosis on recordô is checked) 

d. How long has this been a problem?  

                                                   

e. Have you seen a doctor?  

¹ No  

¹ Yes 

¹ Unsure 

¹ Chose not to answer  

Comments:                                



  Assessment Domains 

Last update: 09/4/2014   Page 39 of 58 

f. Have you received treatment?  

¹ No  

¹ Yes 

¹ Unsure 

¹ Chose not to answer  

Comments:                                

g. Does it affect your daily functioning?  

¹ No  

¹ Yes 

¹ Unsure 

¹ Chose not to answer  

Comments:                                
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17. Skin  

a. Does the participant have any skin conditions?  

¹ No  

¹ Yes 

¹ Unsure 

¹ Chose not to answer  

Comments:                                

If óYesô was selected, the following questions will be displayed: 

b. Check all that apply:  

Ã Bruises 

Ã Burns – 2 degree or greater 

Ã Decubitus ulcer 

Ã Eczema 

Ã Open lesions, abrasions, cuts or skin tears 

Ã Psoriasis 

Ã Stasis ulcers 

Ã Surgical site 

Ã Other            

Ã Other             

c. The condition is:  

¹ Healing  

¹ Non-healing  

d. The symptoms, conditions and/or diagnosis are:  

¹ Self-reported   

¹ On record           

           ICD Code:               (Displays when óDiagnosis on recordô is checked) 

e. How long has this been a problem?  

                                                   

f. Have you seen a doctor?  

¹ No  

¹ Yes 

¹ Unsure 

¹ Chose not to answer  
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Comments:                                

g. Have you received treatment?  

¹ No  

¹ Yes 

¹ Unsure 

¹ Chose not to answer  

Comments:                                

h. Does it affect your daily functioning? 

¹ No  

¹ Yes 

¹ Unsure 

¹ Chose not to answer  

Comments:                                

i. Is this participant at risk of developing pressure ulcers? 

o Respond at a later date 

o No 

o Yes, indicated by clinical judgment 

o Yes, indicated high risk by formal assessment (e.g., on Braden or Norton tools) or the 
participant has a stage 1 or greater ulcer, a scar over a bony prominence, or a non-
removable dressing, device, or cast. 

 
j. Does this participant have one or more unhealed pressure ulcer(s) at stage 2 or higher or 

unstageable? 

o No (Skip to 17o) 

o Yes 
 

k. If the participant has one or more stage 2-4 pressure ulcers, indicate the number of 
unhealed pressure ulcers at each stage. 

o Stage 2- Partial thickness loss of dermis presenting as a shallow open ulcer with red 
pink wound bed, without slough. May also present as an intact or open/ruptured serum-
filled blister (excludes those resulting from skin tears, tape stripping, or incontinence 
associated dermatitis). 

o 0 ulcers 
o 1 ulcer 
o 2 ulcers 
o 3 ulcers 
o 4 ulcers 

o 5 ulcers 
o 6 ulcers 
o 7 ulcers 
o 8 or more ulcers 
o Unknown 
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o Stage 3- Full thickness tissue loss. Subcutaneous fat may be visible but bone, tendon, 
or muscles are not exposed, Slough may be present but does not obscure the depth of 
tissue loss. May include undermining and tunneling. 

o 0 ulcers 
o 1 ulcer 
o 2 ulcers 
o 3 ulcers 
o 4 ulcers 

o 5 ulcers 
o 6 ulcers 
o 7 ulcers 
o 8 or more ulcers 
o Unknown 

 

o Stage 4- Full thickness tissue loss with visible bone, tendon, or muscle. Slough or 
eschar may be present on some parts of the wound bed. Often includes undermining 
and tunneling.  

o 0 ulcers 
o 1 ulcer 
o 2 ulcers 
o 3 ulcers 
o 4 ulcers 

o 5 ulcers 
o 6 ulcers 
o 7 ulcers 
o 8 or more ulcers 
o Unknown 

 

o Unstageable- Full thickness tissue loss in which the base of ulcer is covered by slough 
(yellow, gray, green, or brown) or eschar (tan, brown, or black) in the wound bed. 
Include ulcers that are known or likely, but are not stageable due to non-removable 
dressing, device, cast or suspected deep tissue injury in evolution.  

 

o 0 ulcers 
o 1 ulcer 
o 2 ulcers 
o 3 ulcers 
o 4 ulcers 

o 5 ulcers 
o 6 ulcers 
o 7 ulcers 
o 8 or more ulcers 
o Unknown 
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l. Number of unhealed stage 2 ulcers known to be present for more than 1 month: 
______ 
Note: If the participant has one or more unhealed stage 2 pressure ulcers, record the 
number present today that were first observed more than 1 month ago, according to the 
best available records. If the participant has no unhealed stage 2 pressure ulcers, record 
“0”.  

 
m. If any pressure ulcer is Stage 3 or 4 (or if eschar is present), record the most recent 

measurement for the largest ulcer (or eschar):  
i. Longest length in any direction: _________cm 
ii. Width of SAME unhealed ulcer or eschar: ________cm 

iii. Date of measurement: __/__/____ 
 

n. Indicate if any unhealed stage 3 or stage 4 pressure ulcer(s) has undermining and/or 
tunneling (sinus tract) present.  

o No 

o Yes 

o Unable to assess 
 

o. Does the participant have one or more major wound(s) that require ongoing care because 
of draining, infection, or delayed healing? 

o No (Skip to G. Surgeries) 

o Yes 
 

p. Number and Types of Major Wounds (check all that apply) 
Ä Delayed healing of surgical would 

i. Number of Major Wounds:__________________ 
Ä Trauma-related wound 

i. Number of Major Wounds:__________________ 
Ä Diabetic foot ulcer(s) 

i. Number of Major Wounds:__________________ 
Ä Vascular ulcer (arterial or venous including diabetic ulcers not located on the 

foot) 
i. Number of Major Wounds:__________________ 

Ä Other (e.g., incontinence associated with dermatitis, normal surgical wound 
health. Please specify: __________________________ 

i. Number of Major Wounds:__________________ 
 

 
 
 
 
 
 
 



  Assessment Domains 

Last update: 09/4/2014   Page 44 of 58 

H.  Surgeries 
1. Has the participant had any surgeries?   

¹ No  

¹ Yes 

¹ Unsure 

¹ Chose not to answer  

Comments:                                

If óYesô was selected, the following questions will be displayed: 
 

2. Type and Location:                      

3. The surgery is:  

¹ Self-reported   

¹ On record        

     ICD Code:               (Displays when óDiagnosis on recordô is checked) 

4. Notes/Comments:                                               
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I. Treatments and Monitoring 

1. Is the participant receiving any Special Treatments?  

¹ No  

¹ Yes  

Comments:                                

2. Do any of the Special Treatments identified above require Clinical Monitoring? 

¹ No  

¹ Yes  

If óYesô was selected, the following question will be displayed: 

3. Clinical Monitoring Frequency: 

¹ Less than once a day (less than once every 24 hours)   

¹ 1-2 shifts a day (or at least once every 24 hours)    

¹ Monitoring on every shift (at least once every 8 hours)   

4. Is the participant at risk of the following due to his/her health condition? 

¹ Both predictable health needs and the potential for status changes that could lead to rapid 
deterioration or life-threatening episodes  

¹ Episodes of instability that are not immediately life threatening but require assessments or 
interventions   

¹ None 
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Legend Table 

Treatment/ Monitoring:  The treatment 
and monitoring section contains several 
tables.  They are all structured the same 
way.  The first column in each table will list 
the type of treatment that is being 
monitored.  Each cell has a checkbox to 
select the treatment. 

Performed By: The 
second column in 
each table contains a 
drop down list to 
indicate who 
performs or monitors 
the corresponding 
treatment.   
The choices in the 
dropdown list are: 

¶ Caregiver  

¶ Nurse  

¶ Parent  

¶ Self 

¶ Other 
 

Frequency: The third 
column in each table 
contains a drop down 
list that indicates the 
frequency that the 
corresponding 
treatment or 
monitoring occurs.  .   
The choices in the 
dropdown list are:  

¶ Daily 

¶ Weekly 

¶ Monthly 

¶ Other 
 

5. CARDIAC 

Treatment/ Monitoring 
Performed By: Frequency: 

 Blood Pressure 
[Drop Down List] [Drop Down List] 

 Cardioverter-defribillator   
[Drop Down List] 

[Drop Down List] 

 Pacemaker  
[Drop Down List] 

[Drop Down List] 

 Vital Signs  
[Drop Down List] 

[Drop Down List] 

 Weight  
[Drop Down List] 

[Drop Down List] 
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6. ELIMINATION 

Treatment/ Monitoring 
Performed By: Frequency: 

 Bladder Irrigation 
[Drop Down List] [Drop Down List] 

 Bowel Program 
[Drop Down List] [Drop Down List] 

 Enemas 
[Drop Down List] [Drop Down List] 

7. Catheter Insertion and/or Maintenance 

Treatment/ Monitoring 
Performed By: Frequency: 

 Sterile catheter changes [Drop Down List] [Drop Down List] 

 Clean self-catheterization [Drop Down List] [Drop Down List] 

 Intermittent catheter [Drop Down List] [Drop Down List] 

8. Ostomy Care 

Treatment/ Monitoring 
Performed By: Frequency: 

 Colostomy  
[Drop Down List] [Drop Down List] 

 Ileostomy  [Drop Down List] [Drop Down List] 

 Scheduled Toileting Program  [Drop Down List] [Drop Down List] 
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9. FEEDING and NUTRITION 

a) Feeding Tube 

Treatment/ Monitoring 
Performed By: Frequency: 

 Gastrojejunostomy (GJ tube)  [Drop Down List] [Drop Down List] 

 Gastrostomy  
[Drop Down List] [Drop Down List] 

 Jejunostomy  
[Drop Down List] [Drop Down List] 

 Nasogastric  
[Drop Down List] [Drop Down List] 

b) Swallowing Disorders 

Treatment/ Monitoring 
Performed By: Frequency: 

 Oral Stimulation Program  [Drop Down List] [Drop Down List] 

 Special Diet  
[Drop Down List] [Drop Down List] 

 Other  
[Drop Down List] [Drop Down List] 

 Special Diet Management 
[Drop Down List] [Drop Down List] 

10. NEUROLOGICAL- Observation and Assistance for Seizures 

 

Treatment/ Monitoring Performed By: Frequency: 

¹ Requires only observation; no physical 
assistance and/or intervention  

¹ Requires minimal physical assistance 
and/or intervention  

¹ Requires significant physical assistance 
and/or intervention  

[Drop Down List] [Drop Down List] 

11. RESPIRATORY 

Treatment/ Monitoring 
Performed By: Frequency: 

 Apnea Monitor  [Drop Down List] [Drop Down List] 

 CPAP - via mask [Drop Down List] [Drop Down List] 

 CPAP - via trach [Drop Down List] [Drop Down List] 

 Nebulizer [Drop Down List] [Drop Down List] 

 Oxygen Therapy [Drop Down List] [Drop Down List] 

 Pulse Oximeter [Drop Down List] [Drop Down List] 
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12. Bronchial Drainage 

Treatment/ Monitoring 
Performed By: Frequency: 

 Postural Drainage/Pummeling  
[Drop Down List] [Drop Down List] 

 Respiratory Vest 
[Drop Down List] [Drop Down List] 

 Bi-Level  
[Drop Down List] [Drop Down List] 

13. Suctioning 

Treatment/ Monitoring 
Performed By: Frequency: 

 Nasopharyngeal  
[Drop Down List] [Drop Down List] 

 Oral  
[Drop Down List] [Drop Down List] 

 Trach  
[Drop Down List] [Drop Down List] 

 Tracheostomy Care  [Drop Down List] [Drop Down List] 

 Tracheostomy Change  [Drop Down List] [Drop Down List] 

14. Ventilator 

Treatment/ Monitoring 
Performed By: Frequency: 

¹ Continuous - expected to be or has been 
dependent for 3consecutive days  [Drop Down List] [Drop Down List] 

¹ Intermittent – at least 6 hours per day and 
expected to/has been dependent for 
3consecutive days  

[Drop Down List] [Drop Down List] 

¹ Intermittent – not 6 hours per day or not 
expected to/not been dependent for 
3consecutive days 

[Drop Down List] [Drop Down List] 
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15. VASCULAR 

a) Blood Draw 

Treatment/ Monitoring 
Performed By: Frequency: 

 Blood Glucose  
[Drop Down List] [Drop Down List] 

 Protime/INR (International normalized ratio)  
[Drop Down List] [Drop Down List] 

 Other                 
[Drop Down List] [Drop Down List] 

 Dialysis  [Drop Down List] [Drop Down List] 

b) IV Therapy 

Treatment/ Monitoring 
Performed By: Frequency: 

 Blood Transfusions  
[Drop Down List] [Drop Down List] 

 Chemotherapy  
[Drop Down List] [Drop Down List] 

 Medications  [Drop Down List] [Drop Down List] 

 Total Parenteral Nutrition  [Drop Down List] [Drop Down List] 

 

16. WOUNDS 

Treatment/ Monitoring 
Performed By: Frequency: 

 2 or 3 Degree Burns that require 
specialized treatment  [Drop Down List] [Drop Down List] 

 Drainage Tubes  [Drop Down List] [Drop Down List] 

 Dressing Changes (sterile or clean)  [Drop Down List] [Drop Down List] 

 Open Lesions such as fistulas, tube sites, 
tumors  [Drop Down List] [Drop Down List] 

 Open Surgical Site  
[Drop Down List] [Drop Down List] 

 Stage III or IV Decubitus Ulcer  
[Drop Down List] [Drop Down List] 

 Wound Vac  
[Drop Down List] [Drop Down List] 
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17. SKIN CARE 

Treatment/ Monitoring 
Performed By: Frequency: 

 Application Ointments/Lotions  
[Drop Down List] [Drop Down List] 

 Dry Bandage Change  
[Drop Down List] [Drop Down List] 

 Pressure Relieving Device  
[Drop Down List] [Drop Down List] 

 Turning/Repositioning Program  [Drop Down List] [Drop Down List] 

18. OTHER 

Treatment/ Monitoring 
Performed By: Frequency: 

 Dialectical Behavior Therapy  
[Drop Down List] [Drop Down List] 

 Electroconvulsive Therapy  
[Drop Down List] [Drop Down List] 

 Input/output Measurements  
[Drop Down List] [Drop Down List] 

 Isolation Precautions  [Drop Down List] [Drop Down List] 

 Telemedicine  [Drop Down List] [Drop Down List] 

 Other                 
      ICD-9 CM Code:____________________ 
 

[Drop Down List] [Drop Down List] 

 

Notes/Comments:  
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J. Treatments and Monitoring 
1. Is the participant receiving any therapies?  

o No  

o Yes  

o Unsure  

o Chose not to answer   

Comments:                                    

If óYesô was selected, the following tables will be displayed: 
 

Legend Table 

Therapy:  The therapy 
section contains a table.  
The first column in the table 
will list the type of therapy 
performed.  Each cell has a 
checkbox to select the 
treatment. 

Performed By: The 
second column in the 
table contains a drop 
down list used to 
indicate who performs 
or monitors the 
corresponding 
treatment.   
The choices in the 
dropdown list are: 

¶ Caregiver  

¶ Nurse  

¶ Parent  

¶ Self 

¶ Other 

Performed By: The 
third column in the 
table contains a 
drop down list used 
to indicate who 
performs or 
monitors the 
corresponding 
treatment.   
The choices in the 
dropdown list are: 

¶ Caregiver  

¶ Nurse  

¶ Parent  

¶ Self 

¶ Other 
 

Primary location 
where therapy is 
received: The 
fourth column in 
the table contains 
a drop down list 
used to indicate 
the location that 
therapy is 
received.   
The choices in 
the dropdown list 
are:  

¶ Day Program 

¶ Home 

¶ Private Clinic 

¶ School Other  
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2. Skilled/Specialized Therapies (Check all that apply) 

Therapies Performed By: Frequency 
Primary location 
where therapy is 

received 

 Alternative Therapies  
[Drop Down List] [Drop Down List] [Drop Down List] 

 Occupational Therapy  
[Drop Down List] [Drop Down List] [Drop Down List] 

 Pain Management  
[Drop Down List] [Drop Down List] [Drop Down List] 

 Physical Therapy  [Drop Down List] [Drop Down List] [Drop Down List] 

 Range of Motion  [Drop Down List] [Drop Down List] [Drop Down List] 

 Respiratory Therapy  [Drop Down List] [Drop Down List] [Drop Down List] 

 Speech  Therapy  
[Drop Down List] [Drop Down List] [Drop Down List] 

 Other  
[Drop Down List] [Drop Down List] [Drop Down List] 

 
Notes/Comments:                                           
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K.  Assessment of Feet 

1. When was his/her last foot exam?  

Month/Year              

¹ Unknown  

¹ Chose not to answer   

 

2. Has the participant had surgeries or medical procedures on his/her feet?  

¹   No 

¹   Yes   

 Explain:               

¹   Chose not to answer   

 

3. Does the participant have any conditions related to his/her feet?  

¹   No 

¹   Yes   

¹   Chose not to answer   

If óYesô was selected, the following questions will be displayed: 

4. Conditions and Current Status of Feet:  
(Check all conditions that apply and indicate the current status): 

Conditions Problematic Non-problematic Comments 
 Bunions  ¹  ¹             

 Calluses  ¹  ¹             

 Corns  ¹  ¹             
 Fungus  ¹  ¹             
 Hammer Toes  ¹  ¹             
 Infection (Cellulitis, Drainage)  ¹  ¹             
 Open Lesions  ¹  ¹             
 Overlapping toes  ¹  ¹             
 Other            ¹  ¹             
 Other            ¹  ¹             
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5. Foot Care Needs  

Ã Apply ointments/lotions  

Ã Diabetic foot care  

Ã Dry bandage change  

Ã Foot soaks  

Ã Healing Inserts  

Ã Nails trimmed in last 9days  

Ã Pads  

Ã Protective booties  

Ã Special Shoes  

Ã Toe nails need trimming  

Ã Toe separators  

Ã Other                      

Ã Other                      

6. Notes/Comments:                                                    
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L. Assessment of Pain 
1. Pain Interview Attempted? 
¹ No (Skip to Section L. Assessment of Sleep) 

¹ Yes   
 

2. Pain Presence- Ask participant, “Have you had pain or hurting at any time during 
the last 2 days?” 
¹ No (Skip to Section L. Assessment of Sleep) 

¹ Yes   

¹ Unable to answer or No Response (Skip to K6) 
 

3. Pain Severity- Ask participant, “Please rate your worst pain during the last 2 
days on a zero to 10 scale, with zero being no pain and 10 as the worst pain you 
can imagine.” 
_____________ 
(Enter 88 if participant does not answer or is unable to respond and skip to K6.) 

 

4. Pain Effect on Sleep- Ask participant, “During the past 2 days, has pain made it 
hard for you to sleep? 
¹ No  

¹ Yes   

¹ Unable to answer or No Response 
 

5. Pain Effect on Activities- “During the past 2 days, have you limited your 
activities because of pain?” 
¹ No  

¹ Yes   

¹ Unable to answer or No Response 

6. Pain observational assessment. If participant could not be interviewed for pain 
assessment, check all indicators of pain or possible pain. Check all that apply. 

Ä Non-verbal sounds (e.g., crying whining, gasping, moaning, or groaning) 

Ä Vocal complaints of pain (e.g., “that hurts, ouch, stop”) 

Ä Facial expressions (e.g., grimaces, winces, wrinkled forehead, furrowed brow, clenched 
teeth or jaw) 

Ä Protective body movements or postures (e.g., bracing, guarding, rubbing or massaging a 
body part/area, clutching or holding a body part during movement) 

Ä None of these signs observed or documented 
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M. Assessment of Sleep 
1. Does the participant have any concerns about how they sleep?  

¹   No 

¹   Yes   

¹   Sometimes  

¹   Chose not to answer 

   Comments:                                 

 
If óYesô or óSometimesô was selected, the following questions will be displayed: 

2. Sleep Issues  

Ã Difficulty waking up  

Ã Falling asleep  

Ã Insomnia  

Ã Nightmares 

Ã Sleep apnea 

Ã Snoring 

Ã Other 

Ã Other            
 
Comments:                                 

3. Have they had a sleep study completed? 

¹ No 

¹ Yes   

¹ Unknown  

¹ No response  
Comments:                                 

4. Notes/Comments:                                                
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Referrals & Goals (Health) 

What is important to the individual? 

                                                   

 

Referrals Needed:  

 Assistive Technology                           (Displays if checked) 

 Cognitive Diagnostic Evaluation (Used for Rule 185) 

                                               (Displays if checked) 

 Dentist                         (Displays if checked) 

 Equipment and Supplies                         (Displays if checked) 

 Homecare                         (Displays if checked) 

 Medical Specialist                         (Displays if checked)  

 Mental Health Professional                         (Displays if checked)  

 Occupational Therapist                         (Displays if checked) 

 Ombudsman                         (Displays if checked)  

 Physical Therapist                         (Displays if checked)  

 Primary Health Care Provider                         (Displays if checked)  

 Protective Services                         (Displays if checked) 

 Speech/Language                         (Displays if checked)   

 Other      Specify:                          (Displays when óOtherô is checked) 

 Other      Specify:                          (Displays when óOtherô is checked) 

Assessed Needs and Support Plan Implications 

                                                             

 

 

 


